
I --- 

FORM  

NUMBER:  

AS  

DEPARTMENTOF HEALTHAND HUMANservices FORMAPPROVED
HEALTHCARE FlNANClNGadministration OMB NO. 09364193 

11. TRANSMITTAL 2.STATE: 

ANDTRANSMITTAL NOTICE OF APPROVAL OF I--- C I- I ;.<")-~~~ 

ISTATE PLAN MATERIAL)HEALTH CARE FINANCING ADMINISTRATION 
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 

SECURITY ACT (MEDICAID) 

TO:REGIONALADMINISTRATOR 4. PROPOSEDEFFECTIVEDATE 
HEALTH CARE FINANCING ADMINISTRATION 

t ,DEPARTMENTOF HEALTH AND HUMAN SERVICES j;iCt,;A;: i. i:,.$.; 
5. TYPE OF PLAN MATERIAL(Check One): 

0NEW PLAN 0 AMENDMENT TO BE NEWSTATE CONSIDEREDPLAN n:AMENDMENT 

COMPLETE BLOCKS6 THRU 10 IFTHIS IS AN AMENDMENT (Separate Transmittal for ea& amendment) 
6. 	FEDERAL s t a t u t e / r e g u l a t i o n  CITATION: 7. FEDERAL BUDGET IMPACT: 

, :a. FFY -wx $ ) I  

,'iI b. FFY ',\ i"" $ ( 1h l . L. .-.C 2 [+ ,",i_, 
Z ) ,  *, .* 

OR ATTACHMENT 9. PAGE NUMBEROF THE SUPERSEDED PLAN SECTION8. 	PAGE NUMBER OF THE PLAN SECTION 
OR ATTACHMENT (/fapplicable 

(07-92)79HCFA-1 instructionson Back 



STATE PLANUNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 3.1-A 

State mississippi Exhibit 1 

DESCRIPTIONS OF LIMITATIONS AS TO AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

1. 	 Inpatient Hospital Services: LIMITED TO 30 DAYS PER FISCAL YEARFOR ALL 
RECIPIENTS EXCEPT FOR ELIGIBLE INFANTS UNDER THE AGE OF ONE ( 1 )  YEAR 
RECEIVING SERVICES IN DISPROPORTIONATE-SHARE HOSPITALS WHO SHALL BE 

ALLOWED UNLIMITED DAYS. Additional hospital days basedon prior approval are 
covered for Medicaid-eligible individualsunder the age of twenty-one(21) through 
EPSDT expanded services. 

Prior approvalor concurrent review is requiredon all hospital admissionsexcept 
obstetrical. Prior approvaland concurrent reviews will be performedby the utilization 
review/peerreview organization contractor for the MedicaidSingle State Agency. 

Part A co-insurance isnot covered for inpatient hospitalservices for MedicaidMedicare 
eligibles on daysexceeding the number of allowable daysfor Medicaid-only eligibles. 
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